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Avoid performing antireflux operations (fundoplications) during gastrostomy
insertion in most children who are otherwise growing and thriving with
gastric feedings.

There is significant hospital-related variation in rates of concurrent fundoplication at time of gastrostomy placement.[1] Despite recommendations that
anti-reflux surgery should be considered only for children who have persistent symptoms despite medical management or are unable to be weaned
from medical therapy, many patients undergo surgery without a trial of medical therapy.[2]

This is especially true in children with cardiac, pulmonary and neurologic comorbidities, for whom some surgeons may recommend prophylactic
fundoplication. There are insufficient data to support the concept of fundoplication in the absence of reflux, regardless of patient comorbidities. In fact,
neurologically impaired patients are at higher risk for post-operative complications and/or fundoplication failure,[3-5] and fundoplication does not
lead to reduction in reflux-related admissions compared to gastrostomy alone.[6] Definitive evidence supporting the effectiveness of fundoplication in
children is lacking.[7] Expert opinion-based guidelines[2] state that fundoplication can be considered in infants and children with GERD who also meet
any of the following criteria: 1) life threatening complications (e.g., cardiorespiratory failure) of GERD after failure of optimal medical treatment, 2)
symptoms refractory to optimal therapy, 3) chronic conditions (i.e. neurologically impaired, cystic fibrosis) with a significant risk of GERD-related
complications, 4) the need for chronic pharmacotherapy for control of signs and/or symptoms of GERD.

These items are provided solely for informational purposes and are not intended as a substitute for consultation with a medical professional. Patients with any specific questions about the items
on this list or their individual situation should consult their physician.

Released November 4, 2019



NIV T7 134 ~5RE THRIEICHER L AL TEWL
UREFTRBEZBIREL TV TELRETH S, TORETHRIERZ MO FEEENT S Lidks, X0 BEHoa Y
VR Y MWD O L TV AEETETTh S, —fRIICIZSRME TIC 8 5 BHHEAICHEHT %,

EAEAL.5embL ETIRPHEHOATREMIIME T I 20 Z N TEEIHERMD TENTH 2,

Reduce post-operative opioid requirements in pediatric patients by
administering acetaminophen and/or non-steroidal anti-inflammatory
medications in the perioperative period.

Multi-modal analgesia is recommended in the management of children for their perioperative pain. Significant decreases in opioid
consumption can be achieved with the concurrent use of non-steroidal anti-inflammatory drugs (NSAID) and/or acetaminophen in infants and
children undergoing surgery of moderate or major severity, especially within the first twenty-four hours following surgery. The use of NSAIDs
during the first 24-hours of post-operative care also reduced the incidence of nausea and vomiting.

In addition to decreasing the possibility of narcotic dependence, avoidance of opioids confers added benefits of reducing the incidence of post-
operative nausea and constipation and aiding in early ambulation.
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